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Abstract
After World War II, infant mortality rates started dropping steeply. We show how this 
was accomplished in socialist countries in East-Central Europe. Focusing on the two 
postwar decades, we explore comparatively how medical experts in Poland, Hungary, 
Czechoslovakia, and East Germany saved fragile newborns. Based on an analysis of 
medical journals, we argue that the Soviet Union and its medical practices had only a 
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  4.	 The exact numbers for 1946 are: 119.8 per mille in Poland; 116.5 in Hungary; 108 in 
Czechoslovakia; and 130 in East Germany (Soviet Occupation Zone). For 1965: 41.7 per 
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marginal influence; the four countries followed the recommendations of the World 
Health Organization instead, despite not being members. Importantly, we analyze the 
expert clashes over definitions of livebirth, which impact infant mortality statistics. We 
analyze the divergent practices and negotiations between countries: since the infant 
mortality rate came to represent the level of socioeconomic advancement, its political 
significance was paramount. Analyzing the struggle to reduce infant mortality thus helps 
us understand how socialist countries positioned themselves within the transnational 
framework while being members of the “socialist bloc.”
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On Health Day 1965, the East German health minister gave a speech summarizing the 
progress achieved in his field. He underscored the “unity of socialism and humanism” as 
the driving force behind breakthroughs, and he proclaimed that medical professionals 
could “proudly look back on the good and beautiful successes of their work.” Among the 
accomplishments, he highlighted the infant mortality rate, which had “declined to 2.42 
percent.”1 His speech came in the wake of a series of international symposia where 
experts from the Eastern bloc gathered to compare their views on how to count infant 
mortality and exchange experiences on how to combat it.

Infant mortality rate (IMR) is an important indicator of socioeconomic advancement 
for two main reasons. First, it provides information about a child’s chances of surviving 
the first days and months after birth. Historical demographers showed that a vast decrease 
in infant and child mortality rates occurred across Europe around the end of the nine-
teenth century and continued throughout the twentieth century.2 Second, shortly after the 
end of World War II, IMR became “regarded as a relatively more sensitive measure of 
health conditions than is the crude death rate.”3 As such, the measure became a politi-
cally sensitive topic that could serve as a point of pride and sign of achievement if the 
numbers were low and kept dropping. In 1946, more than 100 out of every 1,000 babies 
died within the first year of their lives in East-Central Europe; two decades later it was 
only 25–40, depending on the country.4 Infant mortality rates plummeted by two-thirds 
in Poland and Hungary and by three-quarters in Czechoslovakia and East Germany over 
the course of the two postwar decades.

https://apps.who.int/iris/handle/10665/103758
https://apps.who.int/iris/handle/10665/103758
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  5.	 We use perinatal in its dictionary definition, as “a period around childbirth.” It is pertinent to our 
argument that definitions change in time and place. Indeed, to this day, there is no universal defi-
nition of perinatal: it is usually defined as beginning at a point of fetal viability and lasting until 
seven days or one month after delivery. After one month up to one year, a child can succumb to 
late infant mortality. This period, however, calls for different measures to be implemented, e.g., 
vaccines, vitamins, and antibiotics have grown in prominence. Also, importantly for the focus 
of this paper, the measure of IMR is no longer affected by the definition of livebirth.
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Perspective on World War II and Its Aftermath in Central and Eastern Europe (Osnabrück: 
DHI Fibre Verlag, 2012), pp.307–28; Ewelina Szpak, “Chory człowiek jest wtedy jak go coś 
boli”: społeczno-kulturowa historia zdrowia i choroby na wsi w Polsce Ludowej. (Warszawa: 
IH PAN, 2018); Lenka Kalinová, Společenské proměny v čase socialistického experimentu: 
k sociálním dějinám v letech 1945-1969 (Praha: Academia, 2007), pp.88–91, 134–9; Petr 
Svobodný and Ludmila Hlaváčková, Dějiny lékařství v českých zemích (Praha: Triton, 2004), 
pp.217–21; Eszter Varsa, “Sex Advice East and West: Sex Education and Family Planning in 
Cold War Austria and Hungary,” The History of the Family 25, no. 4 (2020): 649–70; Julianna 
Novák, “Normális szülés Magyarországon a 20. század elejétől napjainkig,” in Barbara Kisdi 
(ed.), Létkérdések a születés körül (Budapest: L’Harmattan, 2015), pp.149–84; Dóra Vargha, 
Polio across the Iron Curtain: Hungary’s Cold War with an Epidemic, 1st ed. (Cambridge: 
Cambridge University Press, 2018), especially pp.42–45; Anna-Sabine Ernst, “Die beste 
Prophylaxe ist der Sozialismus”: Ärzte und medizinische Hochschullehrer in der SBZ/DDR 
1945 – 1961 (Münster: Waxmann, 1997); Jutta Braun, “Politische Medizin. Ideologie und 
Gesundheitsökonomie im SED-Staat der 1950er- und 1960er-Jahre” (Göttingen: Wallstein, 
2020).

How was the postwar decrease in infant mortality in East-Central European socialist 
countries accomplished? What role did scientists and experts play and how did their clashes 
and collaborations affect the decrease in infant mortality? We comparatively explore 
Poland, Hungary, Czechoslovakia, and East Germany during the critical period between 
1945 and 1965, analyzing health services as these were understood and provided by medi-
cal doctors, specifically gynecologists, obstetricians, and pediatricians, together with mid-
wives and obstetrical nurses. We focus on the perinatal period, that is, the time immediately 
preceding and following delivery, thus excluding the later weeks and months of the child’s 
life.5 Our reason is twofold. First, experts concentrated the most effort on this perinatal 
period since improved care at that time increased the chances of saving vulnerable chil-
dren, namely those born prematurely, which resulted in lowering infant mortality. Also, 
many measures were newly implemented between 1945 and 1965, especially in the 1950s. 
Second, we analyze the definitions crucial for measuring IMR, especially what it meant to 
be liveborn and stillborn, and how these terms were defined on the national levels of our 
four countries and contested internationally. In both aspects – measures implemented (sav-
ing newborns) and crucial definitions (defining livebirth) – we identified a decisive influ-
ence of the World Health Organization (WHO) and its guidelines and pronouncements. 
That influence is all the more interesting as it shaped the expert approaches in our region at 
a time when the Cold War Eastern countries had suspended their membership in the WHO.

In the aftermath of the war, state efforts concentrated on expanding and universalizing 
healthcare for women and children as part of the pronatalist policies aiming to compen-
sate war losses and of the policy of expanding healthcare.6 While infant mortality and the 
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András Lugosi, and Ferenc Sohajda (eds.), Léptékváltó társadalomtörténet: tanulmányok a 60 
éves Benda Gyula tiszteletére (Budapest: Hermész Kör-Osiris, 2003), pp.46–74.
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in David Phillips and Yola Verhasselt (eds.), Health and Development (London: Routledge, 
1994), pp.276–88.
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on Liberal Governmentality,” The Journal of Modern History 93, no. 2 (2021): 401–32.
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struggle against it remained an important issue for the societies and governments of East-
Central Europe in the postwar period, it has so far attracted little scholarly attention 
among historians.7 In Poland, historical demography has widely addressed infant mortal-
ity, but only until the outbreak of World War II.8 Sylwia Kuźma-Markowska showed that 
the postwar medicalization of pregnancy and the fight against rural midwives in mid-
1950s Poland had to do with the state’s concern with high IMRs.9 Historical demogra-
phers in Hungary analyzed the topic in the longue durée of the eighteenth to the twentieth 
century, ending with World War I.10 Éva Orosz provided a general overview of infant 
mortality in the context of public health during socialism.11 Czech historians linked the 
decline in infant mortality to improvements in prenatal care and the introduction of anti-
biotics, without reflecting the high impact of how livebirth was defined and noting its 
changes.12 Demographers more attuned to definitions pointed out that even after adopt-
ing a stricter approach in 1965 and recalculating the previous mortality rates, 
Czechoslovakia still performed better than some Western countries such as France.13 In 
East Germany, as Donna Harsch has argued, infant mortality ranked as a major concern 
of the healthcare system.14 Legislation and an ample set of measures proved successful 
in the rapid reduction of infant deaths, outdoing even West Germany.15
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& Illness 33, no. 6 (2011): 946–64.

17.	 Ibid., 946.
18.	 Corsini and Viazzo, The Decline of Infant and Child Mortality (note 2); Lucia Pozzi and 

Diego Ramiro Fariñas, “Infant and Child Mortality in the Past,” Annales de Démographie 
Historique 129, no. 1 (2015): 55–75, 66.

19.	 Marcos Cueto, Theodore M. Brown, and Elizabeth Fee, The World Health Organization: A 
History. Global Health Histories (Cambridge, United Kingdom: Cambridge University Press, 
2019).

20.	 Bogdan C. Iacob, “Health,” in Bogdan C. Iacob (ed.), Socialism Goes Global (Oxford: Oxford 
University Press, 2022), pp. 255–89; Bogdan C. Iacob, “Malariology and Decolonization: 
Eastern European Experts from the League of Nations to the World Health Organization,” 
Journal of Global History 17, no. 2 (2022): 233–53.

21.	 Dóra Vargha, “Technical Assistance and Socialist International Health: Hungary, the WHO 
and the Korean War,” History and Technology 36, nos. 3–4 (2020): 400–17, 403–6.

Researchers have argued that health outcomes, including or even exemplified by 
infant mortality, have been determined by overarching political systems, such as capital-
ism vs. socialism, or social welfare regimes, such as social or liberal democratic.16 There 
seems to be an agreement that the economic conditions provided by “left and egalitarian 
political traditions on population health are the most salutary, consistent, and substan-
tial.”17 Simultaneously, others have argued for the crucial role of cultural factors, defined 
as “the care shown towards infants and children at the family and society level; breast-
feeding and infant feeding practices, the use of health services, etc.18

A socioeconomic emphasis motivated the WHO’s efforts: in the preamble to its 
Constitution, diseases were presented as triggered and perpetuated socially and economi-
cally, and thus the appropriate response included addressing the socioeconomic settings. 
Yet, especially during the first decades of the WHO’s existence, clashes occurred with 
the proponents of technocratic approaches who aimed at controlling disease without 
addressing the broader social contexts.19 Recent scholarship, aiming to address the for-
gotten contributions of East-Central European countries to global health since 1919, has 
pointed to them being particularly vocal in stressing social approaches to health issues, 
an attitude reinforced in the postwar era by an anticolonial stance; in this scholarship, our 
countries appear as a rather unified block.20 Dóra Vargha showed how tensions between 
the United States and socialist countries were especially pronounced before the Soviet 
Union left the WHO and our countries followed suit in 1950. At the time, Eastern 
European states were dissatisfied with receiving mostly expertise when they urgently 
required material aid, such as access to antibiotics. Instead, as Czechoslovakia com-
plained, they were given “duplicate technical assistance from the WHO and the 
International Children’s Emergency Fund of the UN for maternal and child health” that 
they did not need.21
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22.	 Stefan Timmermans and Steven Epstein, “A World of Standards but Not a Standard World: 
Toward a Sociology of Standards and Standardization,” Annual Review of Sociology 36, no. 
1 (2010): 69–89, 71.

23.	 Ibid., 74.
24.	 Gayle Davis, “Stillbirth Registration and Perceptions of Infant Death, 1900–60: The Scottish 

Case in National Context,” The Economic History Review 62, no. 3 (2009): 629–54.
25.	 George Emery, Facts of Life: The Social Construction of Vital Statistics, Ontario, 1869-

1952 (Montreal: McGill-Queen’s University Press, 1993). For further discussion see Martha 
Lampland and Susan Leigh Star (eds.), Standards and Their Stories: How Quantifying, 
Classifying, and Formalizing Practices Shape Everyday Life (Ithaca, NY: Cornell University 
Press, 2009).

26.	 Nadja Durbach, “Dead or Alive? Stillbirth Registration, Premature Babies, and the Definition 
of Life in England and Wales, 1836–1960,” Bulletin of the History of Medicine 94, no. 1 
(2020): 64–90, 66.

At the time discussed here, counting infant mortality was becoming standardized. For 
a certain process to become standardized, a level of uniformity is constructed “across time 
and space, through the generation of agreed-upon rules.”22 The closer we get to life-or-
death-issues, the more these rules tend to reflect the existing norms and values. 
Standardization is an offspring of the Foucauldian processes of discipline and normaliza-
tion that define modern forms of governance. While words such as “standard” and “uni-
formity” might suggest one-size-fits-all models imposed and enforced without distinction, 
we understand the processes in line with Stefan Timmermans and Steven Epstein, who 
“emphasize the local and the contingent and treat ‘universals’ as a complex construct” and 
caution against “a tendency [. .  .] to emphasize the link between standardization and the 
homogenization or flattening of social life in modernity.”23 In this paper, we highlight the 
layered processes involved in standardizing the care for newborns and defining livebirth.

At least since the interwar period, the rise of medical statistics has contributed to more 
precise forms of measuring and counting infant mortality; some efforts to standardize med-
ical and statistical practices nonetheless resulted in only uneven implementation. 
Consequentially, experts complained about the lack of comparability of infant mortality 
rates: statistical ways of counting differed, and the registration and definition of live birth 
varied from one country to another.24 While the definition of infant mortality appears fairly 
straightforward – indicating a ratio of children dying before reaching their first birthday – 
how it is counted is another matter completely. In this paper, we detail how crucial it is to 
define what birth is, specifically what livebirth is – because only who was first alive can 
later die. As a result, only a child who was counted as liveborn and then died enters the 
infant mortality statistics. The definition is a “social construction” that has raised discus-
sions reflecting a diversity of scientific practices, religions, and political cultures.25 Durbach 
noted that in England and Wales during the interwar period, “the definition of life is under 
permanent negotiation not only because of medical advances but also because the need to 
distinguish between life and death emerges out of particular cultural contexts.”26

After World War II, the newly created WHO aimed to spread unified medical prac-
tices more consciously, which included standardization of statistical medical practices 
and the definition of live birth. The WHO’s hopes for achieving worldwide implementa-
tion of their statistical standards were hindered in practice by Cold War dynamics; as 
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Sozialstatistisches Archiv 15, no. 2 (2021): 73–91.

29.	 Nadezhda Aleshina and Gerry Redmond, “How High Is Infant Mortality in Central and Eastern 
Europe and the Commonwealth of Independent States?” Population Studies 59, no. 1 (2005): 
39–54; G. Gourbin and G. Masuy-Stroobant, “Registration of Vital Data: Are Live Births and 
Stillbirths Comparable All over Europe?” Bulletin of the World Health Organization 73, no. 
4 (1995): 449–60.

30.	 Charles R. Woods et al., “Variation in Classification of Live Birth with Newborn Period 
Death versus Fetal Death at the Local Level May Impact Reported Infant Mortality Rate,” 
BMC Pediatrics 14, no. 1 (2014): 108 < https://doi.org/10.1186/1471-2431-14-108>.

31.	 Godelieve Masuy-Stroobant, “Infant Health and Infant Mortality in Europe,” in Carlo A. 
Corsini and Pier Paolo Viazzo (eds.), The Decline of Infant and Child Mortality: The European 
Experience, 1750–1990 (The Hague: Martinus Nijhoff, 1997), pp.1–34.

32.	 Krämer and Leciejewski, “Statistik im Sozialismus” (note 28).
33.	 Jessica Lovett, “Turning Science into Fiction? Censoring Population Research in the Soviet 

Union, 1964–1982,” Contemporary European History (2022): 1–20 < https://doi.org/10.1017/
S0960777322000054>.

East–West tensions escalated, some socialist states perceived the WHO as an ideological 
menace and were reluctant to apply some of its guidelines.27

This negotiation continued in the second half of the twentieth century and up to the 
present day. As Walter Krämer and Klaus Leciejewski have recently argued, state social-
ist countries diverged in how they counted infant mortality.28 Nadezhda Aleshina and 
Gerry Redmond documented definition divergences between East-Central Europe and 
the successor states of the former Soviet Union; other studies showed similar major dif-
ferences within the European Union.29 Charles Woods et al. even proved definition dis-
parities between hospitals in the same U.S. state.30 All these case studies show that the 
definitions influence the outcomes; indeed, as Godelieve Masuy-Stroobant put it, the 
lower that infant mortality is, the more important the definition of livebirth becomes, 
since once late infant mortality is reduced, most infant deaths tend to occur in the very 
early hours or days.31 The statistical reporting of infant mortality is equally important. 
Socialist countries strove for more accurate and reliable statistics over time.32 However, 
after the counting methods improved in the Soviet Union in the mid-1960s, statistics 
reported an increase in the IMR and, as Jessica Lovett argued, the authorities decided to 
censor the statistics.33

We based our analysis on medical and demographic expertise published in profes-
sional journals, books, and conference proceedings. For Poland, we relied on Pediatria 
Polska (Polish Pediatrics), Zdrowie Publiczne (Public Health), Studia Demograficzne 
(Demographic Studies), book publications, and published regulations. For 
Czechoslovakia, we analyzed articles published in Pediatrické listy (Pediatric Letters), 
renamed Československá pediatrie (Czechoslovak Pediatrics) in 1955, Československé 
zdravotnictví (Czechoslovak Health Care), Československá gynekologie (Czechoslovak 
Gynecology), and Demografie (Demography). For East Germany, we identified 
Zentralblatt für Gynäkologie (Central Gazette for Gynecology), Das deutsche 
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34.	 Lindsay Prior, “Repositioning Documents in Social Research,” Sociology 42, no. 5 (2008): 
821–36, 825.

Gesundheitswesen (The German Healthcare System), and Zeitschrift für ärztliche 
Fortbildung (Journal of Continuing Medical Education). The Hungarian analysis is 
based on articles published in Magyar Nőorvosok Lapja (Hungarian Journal of 
Gynecology), Gyermekgyógyászat (Pediatrics), Orvosi Hetilap (Medical Journal), 
Egészségügyi Dolgozó (Health Worker), Népegészségügy (Public Health), and 
Demográfia (Demography). Somewhat surprisingly, demographers intervened rather lit-
tle in debates over the crucial category for infant mortality: livebirth. This relative 
absence of demographers makes sense if we consider their “jurisdiction”: while demo
graphers focused on how to construct mortality statistics, it was medical doctors who 
were present at childbirth and who were responsible for saving the vulnerable newborns 
while pronouncing in each individual case who was alive and who had died. Thus, in 
these debates over the definition of livebirth, medical doctors spoke more often and with 
more prominence. The transnational perspective is captured mainly through WHO delib-
erations and recommendations, as published in proceedings from expert group meetings 
and health assemblies. Importantly, we pay attention to conferences within the socialist 
bloc to understand knowledge flows and mutual influences.

In order to reconstruct the events that resulted in decreasing rates of infant mortality, 
we employed methods of documentary analysis that encourage researchers to analyze 
both the content and the flow of documents. In other words, we approached our docu-
ments as “topics,” trying to understand “how documents function in, and impact on, 
schemes of social interaction and social organization.”34

We show that the measures taken were in line with WHO recommendations despite 
the fact that our countries were not active WHO members between 1949 and 1957. We 
discuss what differed among our countries and what differed from the WHO in the defi-
nition of livebirth. This point cannot be stressed enough: defining and counting have 
immense consequences because there is not always a clear line between being born dead 
or alive. Some babies, especially those born prematurely, might not be breathing or 
showing other signs that doctors consider proof of life. Yet some of them survive, while 
others die very soon after birth. How this liminal life-or-death moment is classified 
makes a difference. We analyze international debates about how livebirth should be 
counted, as the countries’ representatives recognized that this definition affected each 
country’s IMRs: stillborn babies did not figure into infant mortality; only a baby who 
was alive and then died was included in the mortality count. As a result, how livebirth 
was defined directly impacted the statistics and thus had potential to make a country look 
good or bad in international comparisons. We trace the transnational knowledge-flow to 
account for Soviet and WHO influences on the livebirth definition in East-Central 
Europe. We show the rather limited grip that Soviets had on definitional practice in their 
“satellites” and argue that in these countries a WHO-oriented outlook prevailed even 
during the 1950s. Importantly, we analyze the disputes that arose among East-Central 
European countries about how to define livebirth and how to then properly count infant 
mortality.



260	 History of Science 62(2)

35.	 World Health Assembly, 1, First World Health Assembly, Geneva 24 June to 24 July 1948: 
Plenary Meetings: Verbatim Records: Main Committees: Summary of Resolutions and 
Decisions (Geneva, Switzerland: World Health Organization, 1948), p.72, WHO IRIS, 
<https://apps.who.int/iris/handle/10665/85592> (January 28, 2022).

36.	 Poland rejoined in 1957, Czechoslovakia in 1958, and Hungary in 1963. East Germany only 
joined the UN in 1973, enabling it to become part of the WHO.

37.	 World Health Organization (ed.), Expert Group on Prematurity: Final Report [on a Meeting 
Held in] Geneva, 17–21 April 1950. World Health Organization Technical Report Series, no. 
27 (Geneva, Switzerland: World Health Organization, 1950), p.8.

Measures recommended and taken to decrease  
infant mortality

With infant mortality rife in postwar Europe and beyond, the WHO raised the issue as 
one of the most pressing concerns at its First World Health Assembly in July 1948. An 
expert from Hungary connected infant mortality with the economic system of a country 
and its geopolitical standing, stating:

Hungary in past years was known as the land of plenty; in spite of this, it was the sad privilege 
of Hungary to lead in the field of infant mortality and tuberculosis mortality in international 
statistics. In 1938 the infant mortality rate in Hungary was 13.4 percent, the tuberculosis 
mortality 14 per 10,000. This was due, in part, to the semi-colonial position of the country, and 
in part to the feudal system within the country itself.35

This expert linked the IMR explicitly with the sociopolitical system of a country; it was 
precisely the sociopolitical systems adopted in East-Central Europe after the war that 
necessitated the withdrawal of its countries from the WHO by 1950. While Poland, 
Hungary, and Czechoslovakia had been among the founding members of the WHO, the 
Soviet Union’s departure from the WHO prompted its satellites to follow. Once the 
USSR announced it would rejoin in 1955, the satellite countries returned to their active 
membership.36 This means that during the critical period in the 1950s when the rates of 
infant mortality dropped the fastest, our countries were not active WHO members. In the 
following section, we first present the measures recommended by the WHO and then 
discuss how the countries aligned with and differed from these guidelines.

Since much of infant mortality, especially shortly after birth, happened as a result of 
premature birth, experts focused on proper care for newborns, particularly those born 
preterm. The WHO concentrated mostly on the organization of delivery services and the 
training of professional personnel, both doctors and nurses. The WHO also highlighted 
the importance of prenatal care and good obstetrics. Once a child was born, it was vital 
to avoid mistakes in feeding; any shortage of maternal milk was to be solved through 
establishing milk banks.

A specialized WHO “Expert Group on Prematurity” gathered for the first time in 1950 
and recommended “a well-organized delivery service, hospital or home.”37 Importantly, 
the expert group did not push for the institutionalization of birth at any cost, recognizing 
that home birth is safe as long as the personnel are well-trained, including a public nurse 
to assess the suitability of the home and assist in a parent-teaching program, and trans-
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portation is available should the newborn require hospitalization. The experts put a pre-
mium on personnel training, underscoring collaboration:

In order to promote team spirit, it is suggested that courses be organized for the joint participation 
of both medical and nursing personnel for at least some of the period. It is further suggested that 
there is a great advantage if a team of a doctor and one or more nurses working in the same 
centre takes the course together.38

The Expert Committee on Maternity Care, which also met in 1950, also highlighted the 
importance of expenditures on personnel over anything else.

Even during the decade of suspended membership of our countries, personnel training 
occurred through UNICEF “with the technical approval of WHO.” For example, in 1951, 
the Institute of Mother and Child in Warsaw benefited from the “train[ing of] large num-
bers of special maternal and child health personnel, who later took up work in the general 
program of child care” in addition to providing supplies.39 In Czechoslovakia, “WHO 
continued to advise on UNICEF supply programs with the assistance of the liaison 
officer attached to the European headquarters of UNICEF” who visited the country at the 
end of 1950. The “Progress Report on Medical Supply Assistance in Europe” from 1950 
details spending over four million dollars on medical supplies for maternal and child 
health, the type of which “depended upon the stage of development of the public health 
services of the country.” Thus, Poland was provided with “transportation for physicians, 
nurses, and midwives,” making it possible for them to travel in rural areas. In 
Czechoslovakia, which – as the UNICEF experts noted – had a significantly lower infant 
mortality rate, “UNICEF is supplying incubators and other equipment to increase the 
network of centers for the care of the premature infant,” building on the country’s long-
standing expertise at the “Prague center” (likely the Institute for the Care of the Mother 
and Child).40 For 1951, the Progress Report included equipment for dried milk factories 
and a baby food processing plant in Czechoslovakia, and delivery of incubators in 
Poland.41 A further visit was planned for 1952, although the government had not requested 
any of these services.42

In countries with active membership, the WHO continued to train personnel, develop 
local facilities into which a vulnerable newborn could be transported in a portable incu-
bator, and conduct research into the effect of social and economic conditions on 
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stillbirths and prematurity.43 By the mid-1950s, the WHO observed that the “steep fall in 
infant mortality in Europe has brought forward problems that were formerly of less rela-
tive importance” and the expert focus broadened to, for example, preventing childhood 
accidents.44 The struggle was not over, as WHO experts acknowledged in 1958 when 
they looked back at the first decade of the WHO’s existence:

The reduction in infant deaths was not evenly spread over the entire first year of life, but was 
greater in the latter part of the year and showed very little or no decrease in the first weeks. In 
not a few countries almost as many children were dying in the first week as in the whole of the 
remainder of the first year.45

Indeed, similar patterns of infant mortality were recorded in East-Central European 
countries.

Measures taken by East-Central European countries

The measures implemented by our countries were similar to WHO guidelines. However, 
a significant difference lay in the emphasis on institutional birth. While the WHO was 
open to both home and institutionalized birth, most countries in our region moved child-
birth to institutions. As a result, most Czechoslovak women gave birth in hospitals, as did 
their Polish and Hungarian counterparts who lived in cities; rural dwellers in these two 
countries frequented birthing homes run by midwives. East Germany, on the other hand, 
more closely embodied WHO guidelines as institutionalized birth was neither advised 
nor performed en masse there during the two postwar decades. Another difference was in 
the expert recommendation of breastfeeding. While the WHO did not issue any guide-
lines at the time, most of our countries’ physicians endorsed breastfeeding as the best 
nutrition. Czechoslovakia was an outlier, as doctors there approved of milk substitutes 
for premature babies until the 1960s, when they also switched to fully supporting 
lactation.

While late infant mortality improved rather quickly in all countries except for Poland 
(see Table 1), many children still died shortly after birth. What measures did experts 
implement?

Our source material shows that medical doctors from our countries were familiar with 
these statistics. Gynecologists emphasized prenatal care, which could identify 
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problematic pregnancies in time. In East Germany, the idea of pregnancy counseling was 
developed during the war and put into practice in the 1950s. However, it was not easy to 
persuade East German women to attend; only financial incentives accomplished that. A 
system of payments was put in place, and the woman got more money the more often she 
attended prenatal check-up visits.46 In Czechoslovakia, it was not necessary to motivate 
women financially, yet in the late 1940s the country initially struggled with a lack of 
special institutions and trained staff who could advise on proper infant care that would 
prevent dangerous diseases or even loss of life. By the end of the decade, pregnancy 
courses opened in Brno and Prague, and social workers played an important role.

Polish doctors firmly believed that “advancements in the healthcare system play a 
more important role than improvements of economic conditions” in the struggle against 
infant mortality.47 The Polish state healthcare system developed outpatient clinics for 
pregnant women shortly after the war, when their number increased from 127 in 1945 to 
779 in 1947 (tending to over 106,000 women in 1947). More than 880 infant clinics 
tended to 600,000 babies in 1947.48 From 1950, this network comprised the so-called K 
clinics (K for kobieta, woman) and D clinics (D for dzieci, children), both sick and 
healthy.49 As in Czechoslovakia, experts embarked on an educational mission through 
visiting nurses and publications.50 In Hungary, 1949 legislation gave rise to a system of 

Table 1.  Infant mortality by country and age groups (per mille) in 1953 and 1963.

Country Year Infant mortality Neonatal 
mortality

Mortality 28 
days–12 monthsa

Czechoslovakia 1953 45.0 19.5 25.5
1963 22.1 13.0 9.1

East Germany 1953 53.5 27.8 25.7
1963 31.4 16.3 15.1

Hungary 1953 70.8 33.9 36.9
1963 42.9 27.5 15.4

Poland 1953 87.5 33.6 53.9
1963 48.7 22.0 26.7

Source: UN Yearbook. The change of definition of neonatal mortality from one month to below twenty-
eight days was applied in 1953 in Czechoslovakia, 1956 in Poland, 1958 in Hungary, and 1966 in East Ger-
many. Data collected by Barbora Hubatková with the assistance of Dalibor Stehno.
aOur calculations.
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registering pregnant women with the health system by a midwife who offered maternal 
health advice. The system was not fully state-controlled, as state and private midwives 
offered their services. Gynecological counseling was accompanied by midwife check-
ups and a visiting nurse making house calls, ensuring the responsible implementation of 
medical advice for the mother-to-be. In 1953, midwives received a 50% pay increase for 
taking over prenatal care that then became compulsory for pregnant women to attend. 
Women did not always take advantage of this service and experts bemoaned the still high 
numbers of risky pregnancies going undetected and resulting in complicated births of 
vulnerable newborns or even perinatal deaths. This was despite the material incentive of 
a state-sponsored baby kit that was handed over during pregnancy care sessions. Based 
on a study conducted in the Debrecen Women’s Clinic over five years and published in 
1959, doctors concluded that “the greatest task in combating perinatal mortality is pre-
ventive care, that the question of further increasing the surgical frequency is of second-
ary importance and that treatment and care of the newborn plays a third role.”51 
Preventative care was thus identified as vital. To motivate women, attendance became 
tied to maternity allowance in 1964: if a woman accessed pregnancy care only partially 
or not at all, her allowance was reduced accordingly.

What changed for a pregnant woman over time across our region was her option to 
give birth either at home or in an institution, be it a clinic or a hospital. The most dramatic 
changes occurred in Poland, where experts strongly advised clinics and professionally 
assisted birth from the early postwar period. In the early 1950s, almost four out of ten 
women delivered their babies at home with the help of a midwife (36% in 1951); less 
than two decades later, only two women in 100 had the same experience (2.3% in 1968). 
Hospital birth grew over the same period, from less than a third (30.1% in 1951) to 
almost eight in ten (79.5% in 1968), with birth under professional care reaching virtually 
every woman (99.3% in 1968).52 Czechoslovak women also experienced an increase in 
institutional birth, albeit a bit earlier: immediately after the war, about half of women 
gave birth in a hospital (48.9% in 1948); five years later, it was eight in ten (81.5% in 
1953) and more than nine in ten a decade later (96.2% in 1962).53 In East Germany, in 
spite of the initial reluctance toward institutionalized birth, the numbers grew rapidly.54 
In 1946, the rate was 27%; in 1950, it rose to 38%. By 1956, 70% of deliveries occurred 
in a clinic and the number had grown to 98% by 1965.55 In Hungary, women could give 
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birth in various institutions: hospitals, clinics, birth institutes, and birth homes. They 
used them in increasing numbers. For example, in the city of Szeged in southern Hungary, 
up to half of births before 1945 took place at home; by 1953, home births were barely 
over 10%.56

All four countries developed specialized care for prematurely born babies, whose 
high mortality greatly affected general infant mortality statistics. At a pediatric congress 
held in Leipzig in 1953, East German experts reported “the problem of prematurity as 
closely linked to perinatal mortality,” and strove to provide accurate care to prevent the 
immediate death of the babies.57 To achieve that, they established special care wards next 
to the maternity facilities to avoid transporting the baby, as many did not survive that, 
and to provide a space where “obstetricians and pediatricians can work together under 
exemplary conditions.”58 This approach to developing infrastructure for premature 
babies was shared by the other countries, although the networks of specialized wards 
expanded unevenly: in Czechoslovakia, where the first ward had opened in 1936, it was 
much more developed than in Poland.59 Hungarian experts estimated that the central 
prematurity ward in Budapest could accept only 27% of those in need of intensive care 
in the early 1950s.60

Further, experts tackled intractable conditions in rural areas. East Germany initiated 
an outpatient service providing “intensive home visits by midwives, community nurses 
and caregivers in the first months of life [that] can support and teach inexperienced 
mothers how to care for their babies. These home visits were particularly necessary in the 
winter months in rural communities.”61 In Poland, as ministerial expert Eugenia Pomerska 
argued during a Polish–Czechoslovak demographic symposium on infant mortality in 
1962, “high infant mortality is caused by the relatively slow development of culture and 
hygiene of the countryside.”62 In 1950, the IMR was 101 per 1,000 in cities and 113.9 in 
the countryside; the difference became even more significant over the years: in 1960, the 
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rates were 49.9 and 58.7, respectively.63 Besides poor hygienic conditions, rural children 
had much worse access to healthcare. In the late 1940s, they “practically lack[ed] health 
care.”64 For individual farmers, hospital care was free of charge only for birth and in the 
case of contagious diseases; it became fully accessible for children only in 1959.65 In 
Poland – unlike the other countries in our region – in the late 1950s over 50% of child 
deaths occurred outside hospitals, and these proportions were even worse outside big 
cities.66 At the Polish–Czechoslovak symposium, Polish experts concluded that the 
worse rates in their country resulted from its lower levels of urbanization and its less 
developed healthcare system.67 The Hungarian countryside also suffered from underde-
veloped infrastructure. To enhance birth conditions, health officials worked on connect-
ing every village to the telecommunication system as well as improving the ambulance 
network.68 The gradual establishment of rural birth homes was supposed to provide a 
safer environment for women giving birth far away from the nearest maternity 
hospital.69

In any case, personnel training, growing professionalization, and the standardization 
of measures were occurring at a relatively high speed across our region. Importantly, all 
countries of our region strove to subsume the medical care surrounding pregnancy and 
childbirth under state control, integrated with state-enforceable quality controls. In 
Poland, the 1950s was a decade of new standardizing legislation on the working of 
healthcare institutions, medical procedures, registration, and reporting. For instance, in 
1950 it regulated the outpatient clinics and milk banks; in 1958, newborn wards. In 1959, 
health booklets for children were introduced. Around the same time, the quarterly and 
annual regional reports on infant mortality were made obligatory; this was followed by 
the introduction of joint pediatrician–obstetrician elaboration of the analyses. Each case 
of death required an in-depth analysis.70 Experts stressed the need for intensive training 
of midwives and doctors and for a rapid increase in the number of professionals, which 
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had been extremely low in the aftermath of the war.71 In East Germany, likewise, there 
were early regulations aiming to unify the healthcare system. During the war, Gustav 
Döderlein had devised a joint program whereby doctors, nurses, and midwives had to 
work in direct cooperation, as “there can be no question of doctors wanting to eliminate 
midwives, just as I can hardly believe that sensible midwives would have imagined pro-
viding health care without doctors.”72

However, professionalization also meant clashes between various kinds of experts. In 
East Germany, midwives resisted the unification devised by the doctors. Midwives had 
different criteria on themes as important as where to give birth: midwives, as part of their 
traditional work, opted for home instead of clinic birth. In addition, they were poorly 
paid. This situation led to some midwives’ protests, which the East German state solved 
by raising their salaries and giving them better conditions.73 However, clinic births con-
tinued to rise, and by the end of the 1950s, a clinic birth was an undisputed preference. 
By then, the unified system was fully implemented, along with further measures legislat-
ing counseling centers, milk banks, and the functioning of outpatient clinics.74 In 
Hungary, where both state and private midwives became tied to the state reporting sys-
tem in 1953, midwives were central to obstetrical care, especially in rural areas. Thus, 
the expertise and professional manner of midwives were decisive for positive birth out-
comes, even more so in areas where a doctor’s assistance was not immediately accessi-
ble. Jenő Raics, founder of a state education system for midwifery in Debrecen, expressed 
criticism of irresponsible conduct during the birth process, sparking a debate between 
him and midwives. Midwives responded by acknowledging the unfortunate occurrence 
of mistakes but pointed to the need for improved availability of specialized doctors as 
well as ambulances. While the plea for improved infrastructure was especially urgent in 
rural areas, midwives also called for regular further education – ensuring state of the art 
knowledge.75

In postwar Czechoslovakia, physicians agreed that an important link in the successful 
fight against high mortality was the cooperation of all experts involved in childcare, 
especially gynecologists and pediatricians. Since the highest number of deaths occurred 
shortly after birth, saving newborns was mainly a gynecological task. The pediatricians 
claimed that their care was of a high standard, which certainly could not be said of 
obstetric care, which needed to be improved.76 Two prominent Czechoslovak pediatri-
cians, Karel Poláček and Gustav Syrovátka, claimed that:
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A significant fact is that half of neonatal deaths are the result of birth trauma or anoxia, 
conditions that are directly causally related to delivery. These deaths almost invariably occur in 
the first days after birth, and it is clear that the best pediatric care has little application here and 
that the fate of this large group of children lies in the hands of obstetricians.77

Similar tensions occurred in Poland, where pediatricians argued that early mortality (up 
to forty-eight hours) is usually the result of poor obstetric care.78

In postnatal care, feeding was a hugely discussed topic. In East Germany, from an 
early stage, breastfeeding was considered superior to any type of artificial milk.79 Experts 
and the health ministry called for campaigns of “breastfeeding propaganda” in the early 
1950s.80 Milk banks (FMS [Frauenmilchsammelstellen]) were launched as a more effec-
tive way to spread the use of human milk for those women who could not produce milk 
themselves, whether due to disease or poor nutrition. The health ministry planned to 
have, by 1954, seventy-five such milk banks to cover the whole territory.81 In Hungary, 
experts recognized the feeding of (donated) breastmilk as crucial for combating infant 
mortality and superior to any other form of nutrition, specifically formula milk. As a 
result, milk banks were established across the country and also in prematurity wards in 
Budapest to improve the survival rates of preterm infants.82 However, experts also  
recommended adding cow milk powder and honey to ensure extra nutrition and rapid 
weight gain.83 In Poland, pediatricians strongly advised breastfeeding as they believed it 
was effective in reducing infant mortality, and campaigns encouraged women to breast-
feed since the rates were unsatisfactory. The feeding of older infants, many of whom 
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were dying as a consequence of diarrhea, was also under scrutiny, and feeding schemes 
were meant to improve the situation.84 In Czechoslovakia, the first milk bank opened in 
1949 in Prague. However, during the 1950s, some experts held that artificial milk, which 
was regularly advertised in the journal Časopis lékařů českých, was more beneficial for 
vulnerable premature babies.85 The advertisements featured a drawing of a chubby baby 
reaching longingly for a can of Eviko artificial milk.86 Although the range of artificial 
milk expanded in the following years, experts changed their view in the 1960s and came 
to consider breast milk as the best nutrition for newborns.87

Unlike in other branches of medicine, the fight against infant mortality was not 
marked by Pavlovian approaches. While Pavlov was invoked in obstetrics, it was solely 
for the benefit of the mother, “creating a friendly and loving atmosphere that persuades 
women to face their pregnancy and childbirth with confidence and without fear.”88 The 
“psychoprophylaxis for painless childbirth” was to ensure comfort for the woman; no 
benefit of a “healthy birth” for the child was invoked in Poland and Czechoslovakia, 
and only a few benefits were mentioned in Hungary and East Germany. This method, 
which according to Soviets ensured painless childbirth for up to 96% of women, arrived 
directly from the USSR at the very beginning of the 1950s to all our countries. However, 
the method did not bring the expected results and was abandoned by the end of the 
1950s.89

Similarities in the measures applied to combat early infant mortality were further 
strengthened by international exchanges between experts from state socialist countries in 
the early 1960s. At a 1962 symposium on combating perinatal death, medical doctors 
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issued recommendations to be implemented in each country. These measures included 
broadening the scope of prenatal examination, focusing more on the risk of preterm birth, 
and introducing mandatory hospitalization and supervision of high-risk pregnancies.90 
As we show in the next section, the international experts’ agreement on measures con-
trasted with increasing tensions around the definition of livebirth.

Clashes over the definition of livebirth

In 1927, the League of Nations centered its definition of livebirth around drawing a 
breath: “A dead-birth is the birth of a foetus, after at least twenty-eight weeks’ pregnancy, 
in which pulmonary respiration does not occur; such a foetus may die either (a) before, 
(b) during or (c) after birth, but before it has breathed.”91 However, as WHO experts 
acknowledged, this definition was not precise enough for defining livebirth vs. stillbirth. 
Decades later, there still was not a unified system of defining or, as a consequence, 
counting mortality rates. For example, in Spain a child had to survive twenty-four hours 
to be registered as a live birth; in France, a child born alive who died before registration 
was counted as a stillbirth. “Such differences in classification might, in some cases, 
mean a reduction in the general death-rate of the order of 1.2%,” noted the WHO 
experts.92

Thus, in 1948, the WHO called for the preparation of a “list adapted to the problems 
of foeto-infantile morbidity and mortality” as part of the List of Diseases and Causes of 
Death, in which mortality was to be counted under one year, then by single years from 
one to four, subsequently in five-year increments until the age of eighty-four and then 
above eighty-five.93 Two years later, the WHO Subcommittee on the Definition of 
Stillbirth and Abortion94 provided the following definitions, approved by the Expert 
Committee on Health Statistics and Third World Assembly of WHO:
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Live birth is the complete expulsion or extraction from its mother of a product of conception, 
irrespective of the duration of pregnancy, which, after such separation, breathes or shows any 
other evidence of life, such as beating of the heart, pulsation of the umbilical cord, or definite 
movement of voluntary muscles, whether or not the umbilical cord has been cut or the placenta 
is attached; each product of such a birth is considered live born.
Foetal death is death prior to the complete expulsion or extraction from its mother of a product 
of conception, irrespective of the duration of pregnancy; the death is indicated by the fact that 
after such separation the foetus does not breathe or show any other evidence of life, such as 
beating of the heart, pulsation of the umbilical cord, or definite movement of voluntary muscles.

Further, the experts imperatively added: “All live-born infants should be registered and 
counted as such, irrespective of the period of gestation, and if they die at any time fol-
lowing birth, they should also be registered and counted as deaths.” To underscore the 
point of “any sign of life means liveborn,” the Expert Group on Prematurity in 1950 
refused to define a weight limit below which an expulsed or extracted fetus should be 
considered an “abortion.” In 1961, the Expert Committee on Maternal and Child Health 
suggested fine-tuning the counting of mortality rates – first twenty-four hours, then 
forty-eight hours, seven days, twenty-eight days, and one year. The WHO experts were 
thus very clear from the start about an all-encompassing definition of what counts as 
alive, and they stayed the course.

The introduction of the international definition was still a rather inconsistent process, 
as many countries had their own criteria for assessing what liveborn or stillborn meant. 
According to Soviet experts, the only sign of life was breath. Yet even babies who took 
a breath could have been discounted because those “who are born before 28 weeks [.  .  .], 
or who weigh less than 1000 grams, or who are less than 35 centimeters in length, are not 
supposed to be counted either as live births or infant deaths if they die within the first 
seven days (168 hours) after delivery, whether or not they even took a breath.”95 Such 
babies were counted as miscarriages.96 This strict definition was reflected in our region. 
Czechoslovakia adopted almost identical criteria in 1953 and other countries discussed 
this approach when evaluating their own mortality rates.

Before Czechoslovakia adopted the Soviet approach, all fetuses over 400 g emerging 
from the womb and dying after were included in perinatal mortality.97 This translated 
into high IMRs. The definition was changed by a decree of the Ministry of Health in 
1952 that came into force in 1953. According to the decree, Czechoslovakia used the 
same criteria for gestation length, weight, and length of the fetus as the USSR to define 
a liveborn child, but with two main differences. In the USSR, the child had to survive 
seven days to be counted; in Czechoslovakia, the liminal period for severely premature 
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children was twenty-four hours.98 Moreover, unlike Soviets, who considered only spon-
taneous breathing, Czechoslovak experts considered a child who “breathed spontane-
ously or after resuscitation” to be born alive. Babies who did not meet the conditions of 
gestation, length, and weight in the Soviet definition were classified as miscarriages and 
were thus not entered into IMR.99 As a result, the numbers looked immediately much 
better and catapulted Czechoslovakia among the countries with the best IMRs, making it 
a champion in our region.

The Czechoslovak definition made other countries look bad in comparison. The 
Hungarian health minister and trained medical doctor Frigyes Doleschall celebrated the 
IMR of 6% that Hungary reached in the late 1950s as “a huge achievement when com-
pared with older infant mortality rates of 10 and even almost 20 percent.”100 Although 
noticeable improvements had indeed been made, Hungary was still lagging behind, not 
only across the Cold War divide but also within the socialist camp. The achievements 
were “not satisfactory when compared with the three percent infant mortality in the 
Soviet Union and Czechoslovakia,” despite major efforts in pre- and postnatal care.101

While data collection did not follow unified criteria as proposed by the WHO, 
Hungarian demographers were quick to point out how different definitions of livebirth 
and stillbirth made a noticeable impact on infant mortality rates. As the “concept of still-
birth, and consequently the practice of birth registration and vital statistics, is not uni-
form even in developed countries,” registration policies made lower infant mortality 
rates possible, but not under the Hungarian rigid notification system.102,103 Any infant 
that gave at least one sign of life was considered liveborn, no matter how long it stayed 
alive. It is therefore hardly surprising that Hungary suffered especially from high first-
day infant mortality rates.104 Among the countries enjoying the lowest levels in this cat-
egory, that is below 7%, demographers pointed out that “Czechoslovakia and France are 
undoubtedly not comparable with the others,” referring to data collection practices as 
described in the UN Demographic Yearbook.105 Despite that, Hungarian experts stuck to 
the inclusive definition of livebirth.

In Poland, the experts took a different path. While dismal mortality rates in older 
groups (5–12 months) remained a concern, ministerial experts also discussed the prob-
lem of high mortality rates during the first day of life. In the early 1960s, they pointed to 
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Czechoslovakia and France, where numbers were low because they did not register 
babies who were “unable to survive,” which resulted in Czechoslovakia recording 2.5 
times lower rates than East Germany.106 In Poland, all newborns showing any “sign of 
life” counted as born alive. Switching to “the Czechoslovak definition,” experts noted, 
would reduce the numbers by about five points, from 71 to 66.107 Ministerial instruction 
on birth registration issued in 1962 in Poland thus changed the definition. Similar to the 
Czechoslovak definition, babies below 1,000 grams but with (whatever kind of) signs of 
life had to survive twenty-four hours in order to be counted as liveborn. The difference 
lay in classifying births that did not meet the criteria of survival, because in Poland they 
would be called stillborn, and “unviable” if below 601 grams, but these differences did 
not change the fact that the statistics of liveborn children were constructed in almost the 
same way. Ministerial experts argued that the change of the definition of livebirth affected 
the IMR to a limited degree: it dropped by 2.1–2.3 points. However, in cities and regions 
with low infant mortality, the difference was over 6 points – logically, these were places 
where early infant mortality was more significant than late infant mortality. Ministerial 
experts also claimed Polish numbers had become internationally comparable.108 Other 
experts criticized the change, arguing that before 1962, the Polish definition had been 
“close to the international one” (meaning the WHO) and that the change “artificially 
lowered the number of live and stillborn, as well as infant mortality rates,” and made 
infant mortality, and perinatal mortality in particular, difficult to compare with other 
countries.109 In spite of these critical voices, the new definitions persisted until the 1990s.

Around the same time that the Polish discussions on the definition took place, Poland 
attempted to unify the definitions in the whole socialist bloc, within a broader quest to 
agree on how medical statistics were to be constructed. In 1961, the Polish Ministry of 
Health and Social Care planned to issue a “call to the other state socialist countries to 
standardize criteria, to achieve comparable statistics” during an annual meeting of the 
health ministers, but the meeting did not take place that year.110 Poland sent an inquiry to 
all the other countries in order to gather the necessary information to elaborate on joint 
criteria. In October 1962, at the International Symposium of Demographers in Moscow, 
Zygmunt Branowitzer, who headed the Department of Medical Statistics in the Ministry 
of Health, called for establishing common definitions in medical statistics, arguing that 
it had “an importance also from the ideological and political perspectives,” because 
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when reporting to the WHO, state socialist countries seemed to have worse rates due to 
different criteria.111 However, a unified socialist definition never materialized.

In East Germany until the early 1960s, the criteria relied exclusively on the presence 
of one of the signs of life: a heartbeat, lung respiration, or movement of voluntary mus-
cles was sufficient to declare a baby liveborn. However, in 1961, experts raised the bar 
on what constituted livebirth from one to at least two signs of life. In West Germany, the 
one-sign-of-life rule continued to apply. The East German IMR dropped and was ques-
tioned in turn by West Germans as being a result of legal intervention, rather than an 
improvement in the healthcare system. The East German definition change was encour-
aged by Erwin Marcusson, a medical doctor and former deputy health minister. After the 
criticism arising from the West, Marcusson argued in 1963 that East German IMRs were 
already sharply decreasing in the years before adopting the new definition. In addition, 
in 1962, right after the new definition came into force, the differences from previous 
IMRs were far from striking.112

The tensions within the socialist camp came to a head in 1963 at a symposium on 
“Infant mortality: A guide to combating it from an international perspective” hosted in 
East Berlin and attended by leading experts from East-Central Europe. The event opened 
with optimistic words from the organizers: “Thirty years ago, no one would have pre-
dicted that [an] infant mortality rate of 15 per mille could be sustained for years in entire 
countries.”113 East German doctors brought up the issue of the livebirth definition in the 
opening lecture of the symposium. They declared the definition “of an influence that 
should not be underestimated” as it might have “a disturbing effect on temporal or terri-
torial comparisons and can falsify the results.” The East Germans outlined the state 
socialist definitions and asserted that “while the definitions of Hungary, Romania and the 
GDR” could “be compared without restriction [.  .  .] those of the Soviet Union and 
Czechoslovakia, and recently also Poland, differ.” The experts concluded that “the defi-
nitions used in the Soviet Union, Czechoslovakia and Poland restrict the numbers of 
dead infants [.  .  .] so when calculating the IMR, a certain difference arises, not with 
regard to the calculation method, but according to the definition.”114 The East Germans 
were closer to the countries following the WHO definition more strictly and claimed that 
using their definition in countries such as Czechoslovakia meant that “the crude infant 
mortality rate would be somewhat higher than is currently reported.” Indeed, “applying 
the Czechoslovak definition to the conditions in the GDR would result in an infant mor-
tality rate of 20.5 instead of 31.7 for 1962.” The East Germans considered the WHO defi-
nition, which they and the Hungarians followed, as strictly superior to the Czechoslovak, 
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Polish, and Soviet model. As they concluded: “In the discussion, it was pointed out very 
forcefully that, in the interest of truth and humanism, every child who showed signs of 
life after birth should be counted as a liveborn child, irrespective of other criteria such as 
length, weight, or survival time.”115

Indeed, Hungarian experts took data reporting according to WHO standards seriously 
long before rejoining the WHO in 1963. The experts were eager to point out that 
Hungary’s compliance with WHO standards resulted in internationally comparable data, 
knowing that such comparability had not been reached within the socialist bloc nor on an 
international level. After Hungary’s admission to the WHO in 1963, the experts provided 
data surpassing the WHO norm, delivering answers on the age and maturity of all infants 
who died in more detail than requested.116

Czechoslovak experts often mentioned that their foreign colleagues criticized the 
definition they used and the results it produced. They themselves admitted that the defi-
nition led to better numbers, as they stated that “the requirement of three conditions if the 
termination of pregnancy is to be considered a birth hides a certain tendency to shift 
fetuses with little chance of survival into miscarriages, resulting in some decrease in 
perinatal and infant mortality.”117 They argued that the pre-1953 definition was highly 
disadvantageous for Czechoslovakia and were convinced that the lowered rates were 
also the result of advanced care, not only the “new definition” and the effects it brought: 
“It is also certain that in the previous period from 1949 to 1952 [the definition was based 
on] very extreme criteria, namely a weight of 400 g. It is also true that it was in 1953 that 
the fight against perinatal mortality was proclaimed and fully mobilized in collaboration 
with pediatricians and also with pathologists.”118 To defend themselves even more 
strongly, Czechoslovaks indicated other countries that used the same definition, saying 
that “the USSR recommends criteria identical to our decree, with the difference that 
severely premature fetuses are registered only if they survive 7 days.”119

Despite these justifications, Czechoslovakia adopted the international definition of 
liveborn and stillborn in 1965. Livebirth was newly defined as a baby who was born 
(regardless of the length of gestation) and was breathing or showing another sign of life 
(heartbeat, umbilical cord pulsation, or active muscle movement). Stillbirth was defined 
as a baby who died before birth and showed no sign of life. For the purposes of demo-
graphic statistics, stillborn babies were divided into further groups according to the 
length of gestation. The perinatal period was shortened from ten days to seven days.120 
Stillbirth before the twenty-eighth week of pregnancy was considered a miscarriage, and 
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after twenty-eight weeks was classified as perinatal mortality.121 The change in definition 
was immediately reflected in increased IMRs. Czechoslovak experts were, unsurpris-
ingly, dissatisfied with this increase as they compared the current IMRs with those 
according to the old definition to show that the numbers were in fact not as bad as they 
might have seemed:

The infant mortality rate in the Czechoslovak Socialist Republic rose to 25.3‰ in 1965 from 
21.4‰ in 1964 [.  .  .] The overall increase of 3.9‰ is in 2.7‰ cases caused by the change in 
definition, since 647 individuals who would have been considered miscarriages under the old 
definition were included among the infant deaths. The actual increase in infant mortality is 
1.2‰.122

On the other hand, even before the new definition was introduced, experts said they 
would welcome an international definition because it would allow for better comparison 
with mortality rates in other countries, and the Czechoslovak numbers would not be 
labeled as unreliable. They again argued in support of good prenatal care, stressing 
mainly the high percentage of hospital births, the wide range of specialized institutions, 
and the good cooperation of all experts, as 80% of all perinatal deaths were 
autopsied.123

In Hungary, the definition of livebirth vs. stillbirth remained constant while the coun-
try eagerly followed recommendations on the WHO level. Unfortunately, the IMRs had 
not improved by the mid-1960s through medical measures as anticipated. Instead, experts 
were left to celebrate a specific achievement in contrast to capitalist countries, priding 
themselves on overcoming class differences, stating that “under the capitalist system 
considerable differences in infant mortality between the various social strata remain 
almost unchanged or even increased [.  .  .], while socialist development has resulted in a 
sharp narrowing of these differences.”124 Thus, Hungarian experts linked their fight 
against infant mortality to egalitarian premises of socialism while they continued their 
efforts on the ground for many years, as did their East-Central European neighbors.

In East Germany, the two-signs-of-life criteria were applied until the late 1970s. 
However, some critical voices arose from the medical profession, advocating for “adher-
ing strictly to the WHO definition” instead of the newly passed legislation.125 Indeed, 
historians argued that in practice many East German doctors reported babies as 
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127.	Lampland and Star, Standards and Their Stories, pp.14, 16 (note 25).

“liveborn” who had at least one sign of life.126 The IMR decreased over time and East 
Germany became one of the best of the socialist camp and only slightly inferior to the 
leading Western countries. Despite the initial dissatisfaction of Czechoslovak experts 
with higher IMRs after adopting the 1965 definition, it remained unchanged until 1988. 
Poland, where IMR fell significantly in the 1970s and 1980s, kept the narrow definition 
of livebirth until the early 1990s.

Conclusion

The story of the standardization of infant mortality counting and measures to save new-
borns’ lives in the second half of the twentieth century, as we present it here, is one of 
establishing a global standard (on the WHO level) and its uneven local application (on 
the levels of East-Central European nation states). It is a story of challenges and contes-
tations among the nation states where the global definition was invoked by some as the 
gold standard because nothing less than what “we” consider life was at stake, and of the 
pragmatic motivations to make a given state look better in international comparisons. In 
response, others grudgingly modified their counting methods, but even that did not bring 
about uniformity, not even across East-Central Europe. Despite the “global” and “uni-
form” outlook, we are reminded that “standardization is a recursive practice” and that 
“standards are intensely local.”127 While standardization strives to achieve homogeneity, 
this aim is hardly ever fully accomplished. Yet, the expert discussions we analyze here 
show that incrementally, standardization moves along.

We have shown that in the medically and politically sensitive matter of infant mortal-
ity, experts in East-Central European countries acted independently of the geopolitical 
pressures of the era, yet with good knowledge of international developments. Despite not 
being active members of the WHO for most of the 1950s (for some countries even 
longer), experts implemented measures closely resembling those recommended by the 
WHO; in Poland and Czechoslovakia, UNICEF provided some support in lieu of the 
WHO. Across our region, personnel were trained in assisting childbirth and infrastruc-
ture was significantly extended for expectant mothers to receive counseling during preg-
nancy and care during labor and beyond. While expert groups negotiated responsibilities 
– such as pediatricians and obstetricians in Czechoslovakia and midwives and physicians 
in Hungary – by the end of the 1950s, measures taken to ensure healthy childbirth had 
been largely standardized. The only point of slight divergence from WHO recommenda-
tions was Czechoslovak insistence on exclusively hospital delivery. Other countries ini-
tially made arrangements for improved home delivery, as advised by the WHO; 
Czechoslovakia was quick to normalize hospital birth. However, in the 1960s, the over-
whelming majority of children were born outside of the home in all our countries. 
Overall, rapid changes in the organization of healthcare drove down the numbers of 
babies dying in the perinatal period.
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Curiously, the Soviet influence on saving children at birth was rather fleeting. While 
Pavlovian methods of preparing women for birth, allegedly doing away with pain during 
labor, made an impression across East-Central Europe, the interest was short-lived as the 
methods did not bring the expected results. Only in Hungary did medical doctors point 
out a potential benefit to the child; even that did not prove useful in practice.

The Soviet influence on definitions of livebirth was similarly limited. How livebirth 
is defined is consequential for IMRs: only those who are first counted as liveborn and 
who then die enter IMR statistics. Only one East-Central European country implemented 
a definition approximating the Soviet one: in 1953, Czechoslovakia introduced an identi-
cal definition of the newborns’ minimal measurements to be declared alive and also only 
counted breathing as a sign of life; yet it importantly differed in waiting twenty-four 
hours (where Soviets took seven days), after which period the surviving child was ulti-
mately declared liveborn. While this Soviet-like definition was established at the height 
of Stalinization, nothing in our sources suggests an imposition, let alone pressure from 
Moscow. In fact, the rhetoric used by Czechoslovak experts indicates convenience: 
employing this definition significantly improved their IMR numbers. In a ripple effect, 
Poland, whose IMR lagged behind that of its neighbors, suggested following the 
Czechoslovak example and unifying the definition across the socialist camp. However, 
no unification was achieved; only Poland changed their own definition so that it resem-
bled the Czechoslovak one.

While Czechoslovakia and Poland exhibited a certain expediency when it came to 
definitions, Hungary and East Germany were rather staunch proponents of an all-encom-
passing definition of livebirth, a stance very much in line with the inclusive definition 
promoted by the WHO. This transnational organization never imposed any minimal 
measurements for a newborn to be counted alive and insisted on a wide array of signs, 
any of which constituted livebirth. East Germany embraced this approach and yielded 
only slightly when, in 1961, in a competition with its western neighbor, it raised the 
required evidence of life from one to at least two signs. Hungary, on the other hand, 
never wavered in applying the rigorous WHO definition of livebirth, despite the negative 
effect on IMR statistics.

In 1963, a symposium held in East Berlin laid bare the dissatisfaction of those adher-
ing to definitions closer to the WHO with the countries employing pragmatic ways of 
counting. East German experts invoked socialism and humanism, to compel everyone to 
count all life as life. Czechoslovak experts, as the main culprits, attempted to shield 
themselves behind the Soviet definition, but they quickly yielded to pressure and adopted 
the WHO definition in 1965. In the end, Poland’s definition rendered its infant mortality 
statistics unusable for international comparison.

In the transnational knowledge exchange that surrounded the definition of livebirth, 
as well as the measures to combat infant mortality, we have documented a rather high 
level of independence of East-Central European countries from the developments in the 
Soviet Union. We have shown that, in both the measures and the definitions, our coun-
tries tended to implement what was recommended by the WHO. Nevertheless, as we 
have shown, clashes over the definition of livebirth occurred between state socialist 
countries, and this case reveals that the Soviet bloc was by no means unified in the 
approach to such an important issue as the counting of infant mortality. These findings 
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give further nuance to the historical narrative on state socialism, public health, and inter-
national exchange, including the global process of standardizing medical practices.
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